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CENTERS FOR MEDICARE & MEDICAID SERVICES — QOMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X3) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
495188 B. WING 01/20/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COOE
APPOMATTOX HEALTH AND REHABILITATON 215 EVERGREEN AVE
APPOMATTOX, VA 24522
£%4) I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (EACH (5}
BREFIX |{EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY;  PREFIX CORRECTIVE ACTION SHOULD BE CROSS- °°M'§kg 1O8
TAG DR LSC IDENTIFYING INFORMATION) TAG REFERENCEC TO THE APPROFRIATE
DEFICIENCY)
{ 000}| INITIAL COMMENTS {K 000}
Surveyor: 21761
Construction Type: V(111} Appomattox Health & Rehabilitation
C i I POC.
Number of stories: One Story enter's Fire Marshall POC
Building description: The facility is a one-story The facility desires that the Plan of
building of wood frame constructlon with concrete Correction be considered the facility’s
floors, and Is separated from the two-story allegation of compliance.
building by a 2-hour rated barrier wall.
Sprinkler Status: The building is fully sprinklered The statferrlents made in this P(_)C are not
and protected by NFPA #13 systems supplied by an admission and do not constitute
* @ 30,000 gallon static water tank and a diesel fire greement with the alleged deficlencies
{ pump. here in,
An unannounced LSC revisit to the standard
survey conducted on 12/16/16 was conducted on
01/20/17 in accordance with 42 Code of Federal {
Regulation, Part 483: Requirements for Long ‘
Term Care Facilities. The facility was surveyed :
for compliance using the LSC 2012 Existing f
regulations. The facility was not in compliance i
| with the Requirements for Participation Medicare
1 end Medicaid.
The findings that follow demonstrate non- l
: compliance with Title 42 Code of Regulations, i
483.70(a} et seq (Life Safety from Flre.} :
i
| Corrected deficiencles are noted on the 25678 ]
: form.
NFPA 101 Protection - Other
{K 300} {K 300}
§5=F| Protection - Other
i

LARORATORY DIRECTOR'S OR

el

{Ty‘mﬁ‘éwﬂspﬁsssmmves SKSNATURE
A (@1

TITLE

-ﬂvfmwﬂ%@f%

//27

)} DATE

22017

program participation,

Any deﬁﬁcy slatemen) ending with an astarisk (") denotes a defitiency which the Insiitution mey be excused from correcling providing It Is d
other saf

foltawing the date of survey whether or not a pla
days following the date these documents are ma

ards provide sufficlent protaction to the patients. (See instructions.) Except for nursing homes, the findings stated above are disch
n of torraction Is provided. For nursing homes, the above findings and plans of correction are disclosabla 14
de availlable to the faciity. if deficlencles ara cited, an approved plan of correction is requisite to tonlinued

etenmined thal
osable 90 days
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOQ. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIOER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) OATE SURVEY
AND PLAN OF CORRECTION IOENTIFICATION NUMBER: A BUILOING 01 - MAIN BUILDING 01 COMPLETED
R
495188 B WING 01/20/2017
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COOE

APPOMATTOX HEALTH AND REHABILITATON 215 EVERGREEN AVE
APPOMATTOX, VA 24522

(X4) IO SUMMARY STATEMENT OF OEFICIENCIES o | PROVIOER'S PLAN OF CORRECTION (EACH 5|
PREFIX |{EACH OEFICIENCY MUST BE PRECEOED BY FULL REGULATORY]  PREFIX CORRECTIVE ACTION SHOULO BE CROSS- CUM;:TEET 10N
TAG OR LSC IOENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE
OEFICIENCY)
{K 300}| Continued From page 1 {K 300} K 300
List in the REMARKS section any LSC Section
18.3 and 19.3 Protection requirements that are 1. A PM will be created for annual
not addressed by the provided K-tags, but are . .
deficlent. This information, along with the auFilt/ tESt_ of fire rated doors. All !
applicable Life Safety Code or NFPA standard units are in process of survey and
citation, should be included on Form CMS-2567. test. :

2. Maintenance Director to review
PMs and when due have !
This Standard is not met as evidenced by. survey/tests completed and

Surveyor: 21761 . L documented on MFA forms.
Based on observation and interview, it was
revealed the facility failed to test rated doors,

evidenced as follows;

3. Corporate will add PiMis to
maintenance system for review
Findings include: and follow up as necessary.

On 1/20/17 at approximately 11:35 A.M,, it was . . .
observed during record review that 4. Facility will have Maintenance
documentation could not be provided forrated Director report any occurrences of
door periodic testing and inspection. (Sections door issues to the Safety/QA
7.21.15.2, 7.2.1.15.3, 7.2.1.15.4) committee for review and actions
ATime Limited Waiver has been requested for needed to ensure compliance.
March 20, 2017.
o ) o Facility desires a Time Limited waiver t0
The Administrator witnessed this evidence by oxpire on 3-20-2017

observation and interview.

{K 901}| NFPA 101 Fundamentals - Building System {K 801}
s5=F| Categories

Fundamentals - Building System Categories
Building systems are designed to meet Category
1 through 4 requirements as detailed In NFPA 99,
Categories are determlned by a formal and
documented risk assessment procedure
performed by qualified personnel.

Chapter 4 (NFPA 99)
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Printed: 01/24/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF OEFICIENCIES {x1) PROVIOER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION 13) OATE SURVEY
AND PLAN OF CORRECTION IOENTIFICATION NUMBER: A BUILOING 01 - MAIN BUILDING 04 COMPLETEQ
R
' 495188 B. WING 01/20/2017
NAME OF PROVIOER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP COOE

APPOMATTOX HEALTH AND REHABILITATON 215 EVERGREEN AVE
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tx4) 10 SUMMARY STATEMENT OF QEFICIENCIES 0 PROVIOER'S PLAN OF CORRECTION (EACH IX51
PREFIX | (EACH OEFICIENCY MUST BE PRECEOEQ BY FULL REGULATORY|  PREFIX CORRECTIVE ACTION SHQULO BE CROSS: COMDP:E 10N
TAG OR LSC I0ENTIFYING INFORMATION) TAG REFERENCEQ TO THE APPROPRIATE
QEFICIENCY)
{K 901} Continued From page 2 {K 801} K901

1. Forms created, adding new PM and

This Standard is not met as evidenced by: facility entering information to
Surveyar: 21761 comply with NFPA-98-Chapter 4
Based on chservation and interview, it was 2, Update annually to ensure any
revealed the facility failed to provide a formal and
documented category risk assessment,
evidenced as follows This has the potential to 3. Malntenance Director will monitor
affect all resldents in the facility. PMs and complete when due.

4. Safety/QA committee to be
notified of any issues for

On 1/20M7 at approximately 11:40 AM., it was corrections to be made.
observed during record review that . ) -~
| documentation could be provided for a formal > Fac_"'w desires a Time Limited
and documented risk assessment. waiver to expire 3-20-2017.

occurrences are not missed.

Findings include:;

ATime Limited Waiver has been requested for
March 20, 2017,

The Administrator witnessed this evidence by
ghservation and Interview.

{K 915} NFPA 101 Electrical Systems - Essential Electric {K 915}
$8=F| Syste

Electrical Systems - Essental Electric System
Categories

“Critical care rooms {Category 1) in which
electrical system failure is likely to cause major
injury or death of patients, including all rooms
where electric life support equipment is required,
are served by a Type 1 EES.

*General care rooms {Category 2) In which
electrical system failure Is likely to cause minor
injury to patients {Category 2) are served by a
Type 1 or Type 2 EES.

*“Basic care rooms (Category 3) in which
electrical system failure is not likely to cause
injury to patients and rooms other than patlent

FORM CMS-2567(02.99) Previous Verslons Obsolele UTW022 Ul congiuation sheet Page 3ol -




DEPARTMENT QF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed; 01/24/2017
FORM APPROVED

OMB NO. 0938-03%1

care rooms are not required to be served by an
EES. Type 3 EES life safety branch has an

: alternate source of power that will be effective for
1-1/2 hours.

3.3.138, 6.3.2.2.10, 6,6.2.2.2, 6.6.3.1.1 (NFPA
09), TIA12-3

This Standard is not met as evidenced by:
Surveyor; 21761

Based on observation and interview, it was

; revealed the facility failed to provide electrical

; systems documentation, evidenced as follows.
This has the potential to affect all resldents of the
facility.

Findings include:

On 1/20/17 at approximately 11:50 A.M., it was
observed during record review that

: documentation could not be provided for a
calagory documentation provided for essentlal
; electrical systems.

:; ATime Limited Waiver has been requested for
i March 20, 2017.

| The Adminisirator witnessed this evidence by
observatlon and interview.

STATEMENT OF OEFICIENCIES {X1) PROVIOE R/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION [X3) OATE SURVEY
ANO PLAN OF CORRECTION {DENTIFICATION NUMBER: A. BUILOING D1 - MAIN BUILDING 01 COMPLETED
R
495188 B. WING 01/20/2017
NAME OF PROVIOER OR SUPPLIER STREET AOORESS, CITY, STATE, ZIF COOE
APPOMATTOX HEALTH AND REHABILITATON 215 EVERGREEN AVE
APPOMATTOX, VA 24522
{X4) 10 SUMMARY STATEMENT OF OEFICIENCIES 10 PROVIOER'S PLAN OF CORRECTION (EACH 1X5)
PREFIX |(EACH OEFICIENCY MUST BE PRECEOEO BY FULL REGULATORY]  PREFIX CORRECTIVE ACTION SHOULO BE CROSS- COM&Q 1O
TAG OR LSC 1OENTIFYING INFORMATION) TAG REFERENCEQ TO THE ARPROPRIATE
OEFICIENCY)
{K 9158} Continued From page 3 {K 915} | K915

1. Forms created, added new PMs

comply with NFPA 99, Essential
Electrical System Categories.

2. Update annually to ensure any
occurrences are not missed.

PMs and complete when due.

4. Safety/QA committee to review
the process and be notlfied of any
Issues for correction to be made

5. Facility desires a Time Limited
Waiver to expire 3-20-2017

and facility entering Information to

3. Maintenance Director will monitor

FORM CMS-2567(02-99) Pravious Verslons Obsplete

uTWo22

I continuation sheel Page 40! 4

ave cimn g pAr SRR LSS o R can 1T LSS AR L T 5 At P RIS i



¢

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

POST-CERTIFICATION REVISIT REPORT

W-1658-001

PROVIDER / SUPPLIER / CLIA/ |MULTIPLE CONSTRUCTION DATE OF REVISIT
IDENTIFICATION NUMBER A, Buiiding 01 - MAIN BUILDING Ot

495188 v [B-Wing w |1202017
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE

APPOMATTOX HEALTH AND REHABILITATON CENTER

215 EVERGREEN AVE

APPOMATTOX, VA 24522

This report is completed by a qualified State surveyar for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amendments

pragrarn, to show those deficiencies previously reported on the CMS-2567, Statement of Deficiencies and Plan of Correction, that have been
corrected and the date such corrective action was accomplished. Each deficiency should be fully identified using either the regulation or LSC
provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown to the left of each requirement on

the survey report form).

ITEM DATE ITEM DATE ITEM DATE

Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix Correction D Prefix Correction ID Prefix Correction

NFPA 101 NFPA 101 NFPA 101

Reg. # Completed |Reg.# Completed | Reg. # Completed
LSC K325 01/20/2017 LSC KO711 01/20/2017 LSC KD923 01/20/2017
ID Prefix Correction ID Prefix Correction D Prefix Carrection
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC
D Prefix Carrection D Prefix Correction D Prefix Carrection
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LsC LSC
ID Prefix Correction ID Prefix Correction ID Prefix Carrection
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LsC LSC
ID Prefix Correction ID Prefix Correction D Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Cormnpleted
LSC LsC LSC
REVIEWED BY REVIEWED BY DATE SIGNATURE OF SURVEYQ DATE
STATEAGENCY [X | (NITIALS) 1)24/17 < 1/24/17
REVIEWED BY REVIEWED BY DATE TITLE DATE
CMS RO | (INITIALS)
FOLLOWUP TO SURVEY COMPLETED ON ] CHECK FORANY UNCORRECTED DEFICIENCIES. WAS A SUMMARY OF
12/16/2016 UNCORRECTED DEFICIENCIES (CMS-2567) SENT TO THE FACILITY? Cdyes [ no
Form CMS - 26678 (09/92) EF (11/06) Page 1 of 1 EVENT ID: UTWo22



